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Introduction
Over the past decade there has been a growing interest in
the application of qualitative methods in health and social
care research. This paper outlines why and when to use
qualitative methods, followed by a description of the three
main methods that are generally used, and the strengths and
weaknesses of each method. The paper ends by
highlighting the main issues to consider when choosing to
undertake any form of qualitative research.

Why qualitative methods?
Qualitative methods are specific approaches to conducting
research. These approaches attempt to understand the
world from the perspective of the research participants.
Qualitative methods address ‘how’ and ‘why’ questions,
rather than ‘how many’. Qualitative methods are especially
suitable for exploring new topics and obtaining insightful
data on complex issues.1 Qualitative methods often aim to
examine people in their natural setting, using their own
natural set of categories.2 At a more abstract level it can be
said that qualitative methods are employed to generate
hypotheses while quantitative methods are employed to test
them.3 We use qualitative methods for three reasons: to
establish purpose, context and meaning.

Purpose refers to finding out why people do the things
they do. It will offer insights into how behaviours, systems
and relationships change and are maintained, and it can
help us understand how social organisations operate. In
addition, qualitative researchers must be aware of the
study’s context and include this knowledge in their
analysis. Knowing the context of an individual’s actions or
words is important as people say different things in
different contexts. A classic example is that patients in
hospital are less likely to be critical of the care they have
received than when asked the same question at home 2
weeks later. Finally, phenomena have meaning for people
in a particular context and these meanings may differ in
different contexts. Hence one of the strengths of qualitative
methods is capturing the ways in which people interpret
events, experiences and relationships.

The range of qualitative methods
The main three qualitative research methods are listed in Table 1.
These are (1) observation, (2) interviews and (3) focus groups.

Observation
The classic example of observational research is of an
anthropologist who goes out to conduct fieldwork in a
particular community in order to observe the local
folklore, habits, myths and rituals by living in the village
for a prolonged period of time.4 Medical anthropologists
have also drawn upon these methods to observe patients’
behaviour, for example, women waiting in antenatal
clinics or doctor–patient consultations in infertility
clinics.

There are two main types of observer: the outsider and
the participant observer. The former refers to a researcher
coming in as an outsider to observe an existing situation,
for example, a sociologist who observes the interactions
between obstetricians and patients on the ward. Participant
observation, on the other hand, would be where the
researcher actively participates in the event, for example,
a pregnant anthropologist observing the parentcraft class
she has joined as a member. Clearly this form of
observation can be very unobtrusive and unstructured, but
other forms of observation can be highly structured. An
example of the latter would be if the sociologist in the first
example made notes every 5 minutes on who is doing what
on the ward, who is talking to whom, who is paying
attention, who is writing notes, who is silent or who
initiates conversation.

Interviews
There are a number of different types of face-to-face
interviews: (1) structured or focused, (2) semi-structured
and (3) open-ended or unstructured interviews. The
decision as to which type of interview to conduct will
depend on the research question,5 your target population
and resources.

Structured interviews use highly detailed questions
about a topic. Market research, for example, often uses an
interviewer with a clipboard to ask shoppers about the
layout of a supermarket. The advantage of such interviews
is that they are standardised, easy to conduct and analyse,
and relatively inexpensive. The main disadvantage is that
data will be far less detailed compared with what could be
gathered from an in-depth interview.

The semi-structured qualitative interview is more like a
‘guided conversation’ with a purpose. Themes are explored
using open-ended questions to elicit a response from the
interviewee in their own words.6 As interviews are only
loosely structured the interviewer can diverge to pursue an
idea or a comment made by the interviewee in more detail.2
It also allows the interviewer some control over the line of
questioning.

In contrast, open-ended or unstructured interviews are
loosely based on one or more interview topics. This type of
interview aims to elicit a free, natural and uninhibited
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Table 1 Common qualitative research methods

Method Specific issues to be considered

Observation Outsider or participant

Interviews Face-to-face, telephone or Internet-based
Structured, semi-structured or unstructured

Focus groups With existing groups or specifically invited participants
Similar people or people with different characteristics
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response. Such interviews are usually non-directive and are
conducted as informally as possible. Oral history research
sometimes uses unstructured interviews. For example, a
study of elderly pre-National Health Service (NHS) doctors
might start with one question: ‘Tell me all about your life
as a general practitioner (GP)’. As the lives and work of
this group of GPs are likely to be very different, the
following conversations will vary widely from interview to
interview.

Conducting interviews. Before starting your interviews you
need to consider a number of relevant points. (1) The
sample: who is going to be asked to participate? (this will
be considered in more detail below). (2) The interview
schedule: what are you going to ask? (3) The location:
where will the interview take place? (4) The language used.
It will also be important to keep language and concepts at
a level appropriate for the interviewee (e.g. avoid the use of
medical jargon in interviews with laypersons) and the
interviewer (learn the technical terms/jargon of the brain
surgeon or health policymaker before you interview them).
(5) What will be the best method of recording the
conversation? It is often advisable to conduct a small
number of pilot interviews.7

Starting from the overall research question(s)
consider the many ways in which this may be answered
by the interviewees. From this ‘list’ the interviewer can
prepare a series of questions, or discussion topics, in the
form of an interview schedule. At the same time, issues
that emerge from one interview can be included in
subsequent interviews, but topics can generally be
discussed in any order, although it is advisable to raise
sensitive questions later on.8 In addition, the different
types of interviews outlined above need different types
of interview schedules: thus structured interviews need
fairly detailed questions, semi-structured interviews
need a mixture of open-ended questions and discussion
topics or vignettes (see later), and unstructured
interviews need only two or three main opening
questions. Nevertheless, in all cases it is advisable to
have a few probing and follow-up questions prepared in
order to get the most out of the interviewee or in case the
interview turns out to be more difficult than expected.
You might also want to interview people more than once
to gain further information. If this is the case, ask at the
end of the first interview if the person is willing to be
interviewed again.

Interviews can be conducted in many settings such as
the clinic, at the interviewee’s home or on neutral
ground (e.g. a community centre or a university). It is
important to create a relaxed atmosphere in a
comfortable setting to promote the development of trust.
However, the safety of the researcher should not be
ignored. Let people know where you are conducting
your interviews, and carry a mobile phone to be able to
make an emergency call.9

Strengths and weaknesses of interviews. The data from
interviews are generally rich, in quantity as well as in
quality, and the phenomenon studied comes to life through
the interpretation of the researcher. The major advantage is
that the interviewer can be flexible, i.e. he/she can interact
with and react to the interviewee. The interviewer can get
further detail and ask for clarification after an interviewee
mentions something that does not seem to make sense or
contradicts a previous point. Interviewing is particularly
useful in situations where the information is not available
in any other form, such as when exploring people’s
attitudes and experiences, especially about sensitive

issues.10 Some research topics in family planning can be
very emotional for the interviewee, for example,
involuntary childlessness. Finally, interviews are a key
instrument in areas with high levels of illiteracy, e.g. in
studies on traditional birth attendants in less-developed
countries.

One of the main disadvantages of interviews is the
generally small sample size compared to quantitative
studies, and the difficulty of generalising the findings to a
different population or context. Interviewer bias is another
disadvantage, as the interviewer can easily steer the
interview in a certain direction (knowingly or
unknowingly). The personal attributes of the interviewer
may influence the interview, e.g. their gender, ethnicity,
their dress, perceived social status, and so on. This may be
particularly important if different interviewers are used. In
addition, although interviews are sometimes recommended
for sensitive issues, some interviewees might find face-to-
face interviews on sensitive topics more difficult than
completing an anonymous questionnaire. Finally, further
weaknesses specifically related to the use of these methods
could be: (1) patients might not want to criticise services in
interviews with staff, so-called gratitude bias,11 and (2) the
family planning doctor might switch roles from researcher
to carer and start offering advice or counselling during the
interview.

Focus groups
Focus groups have their origins in market research and
were later developed as a more general social science
research method. Focus groups are guided discussions with
a group of people; they are a ‘quick and convenient way to
collect data from several people simultaneously’.12 The
reason for doing focus groups rather than one-to-one
interviews is that in a focus group participants trigger off
ideas in each other, they generate discussion and an
element of deliberation. An additional advantage is that not
all participants have to say something on all of the
(sub)topics discussed.

It is important that focus groups are facilitated by a
trained person who can guide the discussion without
unduly influencing it as a focus group can, for example, be
dominated by one or more talkative and/or opinionated
individual(s). A skilled facilitator should also be able to
draw other participants into the discussion (see below) but
this is, of course, not always guaranteed. Traditionally,
focus groups are conducted with people who do not know
each other. People who know each other and/or work with
each other on a day-to-day basis might not speak openly
about thorny issues concerning their group. This could be
a particular limitation if the focus group is centred on
work- and management-related issues in a group of
professionals. More generally, participants in focus groups
often experience pressure towards consensus and
unanimity,13 and this effect may be exacerbated amongst
people working together who are expected to adhere to a
common professional standard and code of ethics. It is
generally recommended that focus groups will comprise
six to eight participants in each group14 or ‘eight to ten
individuals’.15

Strengths and weaknesses of focus groups. The main
strengths of focus groups are that they offer: (1) an
unstructured research environment, (2) an opportunity
for follow-up questioning and probing and (3) and an
opportunity to create a group dynamic.12,16 However,
running focus groups also has a negative side, in that
they can be: (1) expensive compared to quantitative
methods, (2) time consuming and (3) difficult to organise

Qualitative Research

p171-173 van teijlingen  6/15/04  2:12 PM  Page 2
 on M

ay 23, 2023 by guest. P
rotected by copyright.

http://jfprhc.bm
j.com

/
J F

am
 P

lann R
eprod H

ealth C
are: first published as 10.1783/1471189041261519 on 1 July 2004. D

ow
nloaded from

 

http://jfprhc.bmj.com/


173Journal of Family Planning and Reproductive Health Care 2004: 30(3)

and carry out.17 There is also the problem that some
people are likely to express ‘socially acceptable’ views in
a group context.

General methodological issues in qualitative research
Sampling and recruitment
The numbers of participants taking part in a qualitative
study are likely to be far less than if one was to take a
quantitative approach. Hence, it is generally
acknowledged that issues of replicability and
generalisability can be forsaken in aid of generating a
more valid and in-depth account.10 Moreover, as we do
generalise from qualitative research, we take appropriate
steps to ensure that our data are valid. Thus, as in all social
science research, the researcher must always be aware of
the impact of self-selection and self-exclusion on the study
results.18 A person’s willingness or reluctance to
participate might be influenced by many external factors,
which could have an impact on the findings of the
research. For example, it is possible that people who do
not feel at ease in the natural group from which the focus
group members are recruited, or people who are
particularly shy, are less likely to come forward to
participate. Conversely, people who are extroverted, or
hold especially strong opinions, may be particularly keen
to be interviewed or observed. Such self-selection cannot
be avoided, but needs to be accounted for, and findings
need to be seen in the light of self-selection. For example,
regarding patient participation: ‘those most in need … the
disabled, the chronically ill, and those who are cognitively
impaired – may be least likely to participate in focus
groups’.19

Although generalisability is often less of an issue in
qualitative research, the idea of uncovering the essence of
a phenomenon is; in this respect qualitative research has
specificity.20 In order to examine the meaning and context
of a phenomenon we need to approach the topic
systematically. Looking at the context of recruitment and
the relationship of participants in the research is one
element of this.

Recording and transcribing
Interviews and focus groups are often audio- or even
video-recorded (with appropriate written consent).
Recording offers an element of quality control and an
opportunity for further analysis, by the interviewer or
another researcher. For one-to-one interviews in a quiet
room one can use a standard, small tape recorder, however
it is important to use a good microphone. Test the
equipment before each interview; bring spare batteries for
the recorder and the microphone and plenty of blank
cassettes/discs.

Tapes are transcribed afterwards, either word-for-word
with pauses and hesitations (i.e. verbatim), text only
(without pauses, etc.) or key points only (comprehensive
language for transcription needs to be agreed).
Transcribing a 1-hour audiotape usually takes about 4
hours, or longer if the researcher is a slow typist.
Transcribing should be done as soon as possible as the
interviewer is more likely to recall exact details. If tapes are
transcribed by a third person, consider issues of
confidentiality; and do check the transcript, as a typist
unfamiliar with the research topic may hear words
differently!

Vignettes
Sometimes researchers use vignettes to initiate a discussion
in interviews or focus groups. Vignettes are themes and
possible questions, or short scenarios produced, for
example, on a set of cards. These are designed to get

interviewees thinking and talking. If they are produced on
separate cards the order can be varied to allow the
interview to be as natural as possible and for the
interviewer to be reactive to issues raised by the
interviewee.10

Taking field notes
The researcher must take notes, directly after each
interview, to record details of interview length and
location and any relevant details such as problems
during the interview that could affect the interpretation
or transcription. Notes should be used in the analysis
and during writing up as they can help put the research
information into context for the researcher as well as
the reader, for example, one may record the
demographic details of the participants, the seating
arrangement of a focus group, the location of the
interview, and so on.

Conclusions
Qualitative research methods are increasingly recognised
as a valid and valuable tool for collecting and analysing
data about complex issues in health and social care
settings. The methods can be used to address a variety of
questions, and when used in conjunction with one another
can greatly aid in the triangulation of data. The issues
around analysis, interpretation and quality control will
form the basis of the second paper in this mini-series on
qualitative research.

Statements on funding and competing interests
Funding. Karen Forrest has been employed on a Wellcome Trust grant.
Competing interests. None identified.

References
1 Bowling A. Research Methods in Health (2nd edn). Buckingham,

UK: Open University Press, 2002; 131.
2 Britten N. Qualitative interviews in medical research. BMJ 1995; 311:

251–253.
3 Glaser B, Strauss AL. The Discovery of Grounded Theory. Chicago,

IL: Aldine, 1967.
4 Malinowski B. Argonauts of the Western Pacific. London, UK:

Routlege and Kegan Paul, 1966.
5 Hundley V, van Teijlingen E. Getting started in research. RCM

Midwives J 2002; 5: 328–330.
6 Patton MQ. Qualitative Evaluation and Research Methods. London,

UK: Sage, 1990; 295.
7 Hundley V, van Teijlingen E. The role of pilot studies in research.

RCM Midwives J 2002; 5: 372–374.
8 Lee RM. Doing Research on Sensitive Subjects. London, UK: Sage,

1993.
9 Craig G, Corden A, Thornton P. Safety in social research. Social

Research Update, Issue 29. Guildford, UK: University of Surrey,
2000. http://www.soc.surrey.ac.uk/sru/SRU29.html.

10 Mason J. Qualitative Researching (2nd edn). London, UK: Sage,
2002.

11 Øvretveit J. Health Service Quality. Oxford, UK: Blackwell
Scientific Press, 1992.

12 Kitzinger J. Introducing focus groups. BMJ 1995; 311: 299–302.
13 Morgan DL. Focus Groups as Qualitative Research. London, UK:

Sage, 1988.
14 Tang, KC, Davis A. Critical factors in the determination of focus

group size. Fam Pract 1995; 12: 474–475.
15 Fitzpatrick R, Boulton M. Qualitative methods for assessing health

care. Qual Health Care 1994; 3: 107–113
16 Fern EF. The use of focus groups for idea generation: the effects of

group size, acquaintanceship, and moderator on response quantity
and quality. J Mark Res 1982; 19: 1–13.

17 Barbour R. Using focus groups in general practice research. Fam
Pract 1995; 12: 328–334.

18 Rosenberg KM, Daly HR. Foundations of Behavioral Research: A
Basic Question Approach. Fort Worth, TX: Harcourt Brace College
Publishers, 1993; 117.

19 Edgman-Levitan S, Cleary PH. What information do customers want
and need? Health Aff (Millwood) 1996; 15: 42–56.

20 Holloway I. Basic Concepts for Qualitative Research. Oxford, UK:
Blackwell Science, 1997; 79.

Qualitative Research

p171-173 van teijlingen  6/15/04  2:12 PM  Page 3
 on M

ay 23, 2023 by guest. P
rotected by copyright.

http://jfprhc.bm
j.com

/
J F

am
 P

lann R
eprod H

ealth C
are: first published as 10.1783/1471189041261519 on 1 July 2004. D

ow
nloaded from

 

http://jfprhc.bmj.com/

